Body Integrity Identity Disorder (BIID) is a syndrome in which people have the intense feeling their body will be "more complete" after the amputation of a limb. In spite of the broad reporting in the yellow press, most of the BIID affected patients we have investigated in the last few years told us they were nearly always confronted with a lack of professional knowledge when they sought the advice of health care professionals. A typical example of a BIID patient (Mr. R), and an 11-item "BIID Questionnaire" were drafted by the authors and were used to assess the degree to which British (n=25) and German (n=58) health care professionals are informed about causes and symptoms of BIID sufferers. Results of the present study revealed that 41% of the participants correctly diagnosed BIID or Apotemnophilia. Yet, almost 30% misdiagnosed the case as Body-Dysmorphic or as Somatisation disorder. More than 85% of the participants tended not to contact the medical officer to affect the hospitalisation of the patient in a mental institution. 12% of the therapists answered with "rather/definitely yes". Almost 70% of the therapists answered that they would try to convince the patient to go voluntarily to a psychosomatic institution. When asked whether they would support the patient to satisfy his wish for amputation, more than 91% denied, 7% of the participants answered with "rather yes", and only one out of 83 therapists with "definitely yes". We found only small differences between therapists from UK and Germany. Professionals in Germany more often tended to recommend psychosomatic clinics, therapists from Great Britain more BODY INTEGRITY IDENTITY DISORDER
Introduction
Some people have the intense feeling their body will be "more complete" after the amputation of a limb (Kasten, 2009) . Most scientists hypothesized that the reason is a neurological dysfunction in a brain area, which is responsible to feel the difference between body and environment (e.g. Hodzic, Kaas, Muckli, Stirn, & Singer, 2009; McGeoch, Bramg, & Ramachandran, 2009; Oddo et al., 2009; Vitacco, Hilti, & Brugger, 2009) , while others underline the existence of considerable additional psychosocial factors in the development of this disturbance (e.g. Kasten & Stirn, 2009; Kasten, 2009; Kasten & Spithaler, 2009) . Whilst the phenomenon was virtually unheard of before the turn of the century, several descriptions of cases have been reported in the global press within the last decade (e.g. Mulvihill & Pouliot, 2009; Lawrence, 2006; Ellison, 2008) . In addition, an increasing number of scientists have investigated the syndrome (e.g. Mueller, 2008) . In spite of this (Kasten & Stirn, 2009 ).
One of the common consequences of the wish for amputation is that several persons suffering from BIID were afraid to become "insane", and asked for help in institutions or psychotherapy. In spite of the broad reporting in the yellow press, most of the BIID affected patients we have investigated in the last years, told us they were nearly always confronted with a considerable lack of professional knowledge when they consulted health care professionals (Kasten & Stirn, 2009; Kasten, 2009 , Kasten & Spithaler, 2009 . The main task of this study was to investigate whether psychotherapists, psychiatrists and adjacent professionals were able to diagnose BIID correctly.
The wish for an amputation was coined "apotemnophilia" by Money, Jobaris, and Furth (1977) . First (2005) classified it as a kind of identity disorder and developed the term "body integrity identity disorder" (BIID). For many people the desire to lose one body limb was so overwhelming that they themselves tried to amputate the specific body part, for example one patient shot himself in the knee, others used home-made guillotines, an electric saw, dry ice, a log splitter, or railroad tracks (Elliott, 2000; Furth & Smith, 2000; Horn, 2003; Kasten, 2006; Money & Simcoe, 1987) . Several sought out surgeons in third-world countries who would do the operation for cash (Cuen & Benkoil, 2000; Elliott, 2000; Kasten, 2006) . When Robert Smith, a surgeon in Scotland, amputated the legs of two patients, there was an enormous controversy about BIID (Beckford-Ball, 2000; Cuen & Benkoil, 2000) . Bridy (2004) and Bayne & Levy (2005) suggest that as long as no other treatments are available, surgery might be the lesser of all evils. On the other hand, Bruno (1997) , Riddle (1988) and Müller (2007) called for the rejection of the wish to amputate. Patrone (2009) argues that a proper understanding of the respect for autonomy in the medical decision-making context prohibits agreeing to BIID demands for amputation. There are a few followups of BIID sufferers who have succeeded in getting an amputation; the results let us suppose that these individuals experienced an increase in well-being, usually do not develop the wish for additional amputations and do not suffer from phantom limb pain (Bayne & Levy, 2005; First, 2005) .
Usually people with BIID are unable to explain their desire. Nearly all of them know that their idea to become handicapped is "abnormal"; only few tell these feelings to relatives or friends. First (2005) conducted structured interviews with 52 subjects by telephone. None of his patients were delusional. Likewise Kasten & Spithaler (2009) found in an investigation of 9 patients that, beside the desire for an amputation, 8 of the investigated participants were mentally inconspicuous, and one participant was depressive. Only emotional reactivity and psychoticism were slightly increased, but clinically inconspicuous.
At present, the authors (Kasten & Spithaler, 2009 ) are undertaking a study with more than 20 BIID sufferers. Many of them sought help with health care professionals, but most of them felt there was a lack of understanding and they were often misdiagnosed. This lack of understanding on the part of health care professionals was the determining factor that motivated us to conduct an investigation to assess the degree to which health care professionals are informed and know about the causes and symptoms of BIID.
As most of the recent scientific studies were undertaken in Great Britain and the U.S., the second aim of our present study was to make a comparison between British and German health care professionals and their knowledge and experience with BIID sufferers. We preferred Great Britain instead of the USA, because England and Germany were both European states and better comparable in size, number of residents, and of health care systems.
Method
Participants 600 health care professionals in the field of psychiatry and psychology (300 German and 300 English) were contacted via E-mail, of which 58 German and 25
English medical and psychological psychotherapists (54 female, 29 male) gave their informed consent and completed the questionnaire. 1 participant was younger than 30 years, 15 were between 30-39 years, 29 were between 40-49 years, 23 were between 50-59 years, 12 were older than 60, and 3 participants did not report their age. Four work as Psychiatrist, Five as medical, 67 as psychological psychotherapist, six as other therapists (e.g. art-therapists), and one did not report his/her profession.
Professionals were selected from registers in the Internet. British Professionals were recruited from websites of the National Health Service (NHS) and the British Psychological Society (BPS). German Professionals were recruited from websites of the Professional Association of German Psychologists (BDP) and a forum of German psychotherapists, www.onlineberatung-
There were some ethical considerations and concerns of several health care professionals who were afraid the results of this study will show their lack of diagnostic knowledge. Some were frightened the result could be that one specific group of professionals were better than others or that professionals in one of the two states will show insufficient knowledge. These objections may explain the large number of attrition.
Materials
An 11-item "BIID Questionnaire" (to look at the questions, go to the "Results" section), and a typical patient profile were composed by the authors. The description of the case was as follows:
"A 48 year old male patient (Mr. R.) seeks professional advice, explaining that the reason for his approach is his wish for an amputation of his left leg, about 25 centimetres above his knee. He himself can't explain this "crazy idea" and is concerned about why he is contemplating it. Since childhood he has been experiencing the feeling that his left leg does not belong to his body. Yet this body part is fully functional; Mr. R. goes jogging, rides by bicycle and does other exercises.
He explains that, when asked to concentrate on his left leg, he can feel exactly where the site of his amputation should be. Mr. R. has the wish for an amputation in order to match his ideal conception with his body. Mr. R. completed his degree at University and works in a leading position in his office. He is in a homosexual relationship and with no children. Yet, he insisted, his relationship has nothing to do with his wish for an amputation. He further reports that he finds amputees, arm and leg stumps erotic.
Occasionally he also searches for pictures of amputees in the internet. At home, he sometimes hobbles on crutches, in order to experience the feeling of a leg amputation. When asked about the disadvantages of a leg amputation, Mr. R.
explains that he has been thinking about the pros and cons of such an amputation for years. These thoughts are also the reason why Mr. R. has never desired an amputation until today. However, at the moment Mr. R.´s wish for an amputation is so great, that he is on the verge of booking a trip to Asia, where he has the address of a hospital, in which doctors carry out such surgeries for cash. Before he takes such a serious decision, Mr. R. would like to know your opinion and to discuss treatment possibilities."
Procedure
Participants were contacted via E-mail and were asked whether they would like to participate in a study that was designed to examine cultural differences (between Great Britain and Germany) in the treatment of a specific yet "unknown" disorder.
Participants were not told the name of the disorder (BIID). Those participants, who agreed and provided formal consent to participate in the present study, were asked to provide demographic information, including sex, ethnicity, age, and profession, and to complete an 11-item BIID Questionnaire created specifically for this study, after reading a typical case study of a BIID patient (Mr. R). Participants were informed that they were free to withdraw from the study at any point in time. After completing the questionnaire, participants were debriefed and had the opportunity to ask questions about the study.
Results
The first question asked: "Which ICD-10 classification could this disorder fall into?" 3.6% of the participants classified it as F0 (due to organic dysfunction); 1.2% as F1 (due to substance abuse); 9.6% as F2 (Psychosis) Our third question asked: "Would you contact the medical officer to affect the hospitalisation of the patient in a mental institution in order to ensure the self protection of this patient?" 30.1% of the participants of our study said: "certainly not", 55.4% "rather not", 10.8% "rather yes", and only 2 participants (2.4%) "definitely yes". (1 missing data).
Our fourth question asked: "Would you try to convince the patient to go voluntarily to a mental or psychosomatic institution?" 8.4% of the participants answered "certainly not", 20.5% "rather not", 31.3% "rather yes", and 38.6%
"definitely yes". (1 missing data). Our seventh question asked: "Suppose the patient was under psychotherapy and medical treatment. The wish for an amputation continues to exist after 6 months with undiminished strength. Apart from that, the patient appears normal, goes to work, exercises his/ her duties and lives life to the full. Could you imagine supporting the patients wish for an amputation of one of his legs with a psychological or medical opinion?" 65.1% participants of our study said: "certainly not", 26.5% "rather not", 7.2% "rather yes", and only 1 participant (1.2%) answered "definitely yes".
Our eighth question asked: "What would you, personally assume is the reason for the wish of an amputation of this patient?" 9.6% of the respondents said due to a brain or organic dysfunction, 28.9% voted for an identification with an amputee in his/ her childhood or childhood trauma, 3.6% made a cross on the answer "derivative gain from illness", 22.9% believed the reason of BIID is "Suppressed or Figure 3 More than 85% of the participants of our study tended not to contact the medical officer to affect the hospitalisation of the patient in a mental institution. 9 therapists answered with "rather yes", and only 2 participants with "definitely yes".
Figure 5
Asked whether they would support the patient to satisfy his wish for amputation, more than 91% denied, 6 participants answered with "rather yes", and only 1 therapist with "definitely yes".
Figure 4
Nearly 70% of the therapists would you try to convince the patient to go voluntarily to a mental or psychosomatic institution, about 30% tended not to recommend a stationary hospitalization.
misguided sexual causes", 3.6 chose attention deficiency, 1 participant (1.2%) simply answered "I don´t know", and 28.9% said this disease pattern has "other causes". (1 missing data).
Our ninth question asked: "Have you ever seen a patient with the above described and explained disorder?" 81 participants have never seen such a patient; 1 participant had had one patient.
(1 missing data).
Questions 10 and 11 included questions about affected patients; because there was only one therapist who has seen such a patient, these questions were excluded from the data analysis as not representative.
Statistical analysis was performed with SPSS-17.0. For group differences we used the Mann-Whithey U-test (two-tailed). Correlations were analyzed with Spearman's Rho. We found only small differences between therapists from the UK and Germany.
There were no significant differences with regard to the ICD-10 classification, sending the patient to a psychiatric clinic or support of the wish for amputation.
Professionals in Germany tended more often to recommend Mr. R. to a psychosomatic clinic than health care professionals in England (Z=-2.22, p<0.05). On the other hand therapists from Great Britain more often recommended psychopharmacology than German therapists (Z=-2.98, p<0.01). We found no significant differences between medical (psychiatrists) and psychological psychotherapists. The medical therapists were more likely to recommend psychosomatic hospitalization (Z=-1.99, p<0.05).
Gender differences of therapists of the present study were so small that they can be counted as not significant. Yet, surprising is that female therapists voted more often for supporting the patient to fulfil his wish for amputation than male professionals (Z=-2.48, p<0.02). There were no significant correlations between the age of the therapist and the tendencies of the answers of our question.
Discussion
The aim of the present study was not to unsheathe the characteristics of a specific type of disorder, Body Integrity Identity Disorder, but rather to find out what professional health practitioners and therapist know about this disorder. Results of our questionnaire revealed that many BIID sufferers were misunderstood by their therapists and were worried those health practitioners and therapists would contact the medical officer to affect the hospitalisation of him/her in a mental institution in order to ensure the self protection of him/her. However, the generalisability of the results of the present study is constricted, as the return rate of the completed questionnaires was only 13.8%. It could be that most of the returned questionnaires were completed by professionals who already knew something about this disorder.
Yet a lack of awareness regarding the BIID phenomenon is noticeable. Only 40% of participants of the present study correctly identified the in the case study described
Mr. R as suffering from Body Integrity Identity Disorder or Apotemnophilia. The most common false diagnoses were body-dysmorphic or somatisation disorder. This means, that even if the press and articles report about the characteristics case studies of BIID, more than half of the professionals psychotherapists are not familiar with this disorder.
Notwithstanding the seriousness of the expressed wish for an amputation and the therefore present jeopardy of self harming, about 85% of those questioned would not contact the medical officer to affect the enforced hospitalisation of this patient in a mental institution in order to ensure the self protection of him/her. Only 2
Therapists hold that an enforced hospitalisation in a mental institution would be necessary. The majority of the interrogated psychotherapists, about 70%, were of the opinion that they would try to convince Mr. R. to go voluntarily in a psychosomatic hospital.
90% of the interrogated therapists denied supporting the amputation of one of the patients´ body parts. Only 6 therapists answered with "rather yes" and only one therapist answered with "definitely yes". A surprising finding was that there was a significant difference between genders. Significantly more women than men were willing to support the patient in his wish for an amputation.
There were only minor differences between Great Britain and Germany. While
German therapists voted more for the hospitalisation of the patient in a psychosomatic hospital, British therapists tended to prefer medical treatment.
From these findings, it is noticeable that BIID is a topic that requires considerable clarification and explanation among professionals. As long as no prevalent classification system (e.g. ICD-10 or DSM-IV-TR) refers to this disorder as discrete and independent syndrome, BIID will probably not be well-known among professionals.
BIID is only newly recognized as a type of disorder (e.g. Kasten & Spitahler, 2009; Kasten & Stirn, 2009 ) and is currently not yet included in the official manual of mental disorders, referred to as DSM-IV-TR or ICD-10 (Kasten, 2009 As previous case studies of people suffering from BIID have shown that the likelihood to eliminate BIID symptoms is very rare, mental health professionals should focus their treatment on improving the general quality of life for BIID sufferers. Counselling psychology (as described e.g. by Alladin, 1988; Clarkson, 1998; Kanellakis, 2007; Woolfe, Palmer, & Strawbridge, 2002) can have a strong influence to help these people to accept their wish as a part of their personality.
In conclusion, we suggest that the main task of counselling psychology should be to support these people to find a solution for the problem. Costs and benefits of living with the desire for an amputation and the effect of this desire upon their partners, families and friends should be weighed. Similarly, an analysis of the necessity of fulfilling the amputation wish for the patient's life satisfaction as well as the possibility of patients´ taking the risk of body modification or self mutilation if amputation is denied by surgeons should be conducted. Important, thereby, would be to lower a patient's perceived pressure to come quickly to a decision. Finally, the question arises how long patients can survive without fulfilling their amputation wish, and how willing they are to take the risks of an amputation with all its negative consequences.
Future research needs expansion, focusing more on the relation between amputation and a patients experienced quality and enjoyment of life. How long this desire of limb amputation lasts, and whether there are individual differences among BIID sufferers in their experienced desire for an amputation in order to match their body to their perceived sense of being and personality, still remain unanswered questions. We have seen that German and British health professionals, psychotherapists and psychologists differ slightly in their treatment and medication proscription. Within this context it would be interesting for future studies to analyze and compare differences in perceived quality of life and happiness between BIID patients treated in Great Britain with those treated in Germany.
